INTRODUCTION
The presence of an abdominal aortic aneurysm (AAA) in a patient with a functioning renal transplant poses a significant surgical challenge because it is important to avoid ischemic and reperfusion injury to the transplanted kidney. Conventional open repair of AAA in these patients requires ischemia-protecting procedures for transplanted kidney such as a temporary axillo-femoral bypass, aortoiliac shunt, aorto-femoral shunt, atrio-femoral bypass, femorofemoral bypass with extracorporeal circulation, topical cooling, and cold perfusion of the graft [1, 2] . Endovascular AAA repair (EVAR) avoids aortic cross clamping and can be an attractive option due to little or no impairment of renal arterial flow. Here we report EVAR in two patients with renal transplant.
CASE REPORT
The first patient was a 60-year-old man presenting with an asymptomatic, 6.0 cm expanding infrarenal AAA (Fig.   1A ). He underwent a renal transplantation 21 years prior to his current presentation due to renal failure secondary to diabetes and hypertension. The renal artery of the transplanted kidney arose from the right internal iliac artery.
His renal function was marginal due to chronic rejection with creatinine and blood urea nitrogen (BUN) values of thesurgery.or.kr mm × 54 mm were used as contralateral extension. The guidewire was not passed during the cannulation of contralateral gate due to sharp angulation and heavy calcium on the right common iliac artery (CIA). The guidewire could be passed after snaring the wire, which was inserted though left brachial artery (Fig. 4) . The completion angiogram showed a well-perfused kidney. There was no endoleak. A total of 120 mL of Visipaque (iodixanol) was used for this patient. The total fluoroscopic time was 95 On preoperative planning for EVAR, special concern is where to put the main body of the device. There are both advantages and disadvantages to stent-graft insertion through the transplant side [6] . Scarring from previous transplant surgery often fixes the artery, prevents straightening of tortuous vessels, and thus may impede insertion of the delivery system. Also, it is crucial that the stent-graft length determinations be very accurate in order to avoid exclusion of the origin of the transplant artery by inadvertent coverage with stent-graft material. Alternatively, insertion of the delivery system through the contralateral iliac system may be easier and safer. In our case, we inserted the main body through the contralateral side.
Another concern is the cannulation of contralateral gate of the bifurcated device due to heavy calcium and acute an- 
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